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Unlike most patients with vascular disease, individuals with
effort thrombosis tend to be young, active, and healthy. As we have
learned from past experience, this is a group with much to lose if
subclavian venous flow cannot be restored to normal. The present
study is remarkable for its large number of competitive athletes,
arguably the group with the most to lose from failed treatment.
The authors are to be commended for their careful long-term
follow-up and sound results. Restoring high-performance athletes
to full playing activity is a real testament to the dedication and
expertise of these vascular surgeons. However, the authors advance
a number of conclusions that deserve comment.
The authors found venous duplex scanning to be unreliable in
diagnosing subclavian vein thrombosis, with a calculated sensitivity
of 71% in the subgroup of patients who underwent the examina-
tion. This is less than that reported in prospective studies that have
compared duplex ultrasonography with contrast venography, from
which sensitivities have ranged from 82% to 100%. The complexity
of upper extremity venous anatomy makes the examination chal-
lenging, and results are highly dependent on indirect assessment,
such as compression and flow measurements during respiration.
One might argue that the duplex results in this study are substan-
dard, but the authors’ experience reminds us that negative scans do
not necessarily rule out the diagnosis of subclavian vein thrombo-
sis. Symptomatic patients require additional testing in the face of
negative duplex results.
External venolysis is a routine part of the treatment in effort
thrombosis, but the authors’ thoracic outlet decompression rou-
tine was overly ambitious. The extrinsic compression is usually
located at the costoclavicular space, and resecting the subclavius
muscle and costoclavicular ligament often cures the problem.Many would agree with the addition of first rib resection to ensure
adequate decompression. However, it is not clear that middle
scalenectomy and complete neurolysis with nerve wrapping was
necessary in the absence of neurogenic symptoms. In a muscular
athlete with normal neuromuscular function, one might consider
this to be excessive or even meddlesome. The extensive dissection
and nerve mobilization may be one reason that some athletes did
not return to full activity for more than 6 months.
Most surgeons would agree that a residual vein stenosis should
be corrected after external venolysis. However, the optimal
method of treating a residual vein stenosis has not been determined
by the results of this study. The surgical management in this series
was not uniform, nor was it always successful. Saphenous vein
bypass grafts failed in three of 11 patients, despite the use of distal
arteriovenous fistulas. The indications for distal arteriovenous fis-
tulas were not clear, especially in the 11 patients who did not have
venous reconstruction after venolysis. It is curious that the authors
never used balloon dilatation to treat residual subclavian vein
stenoses after venous decompression. Balloon angioplasty can be
performed under direct vision at the same time as operative decom-
pression, with excellent results.
On balance, this is a good study with much to teach us about
treating effort thrombosis. The main take-home message seems to
be that the best outcomes are the result of aggressive treatment by
dedicated and experienced vascular surgeons. However, optimal
treatment must be individualized and take into account previous
therapy, the location of vein compression, and the state of the vein
after external decompression. Balloon angioplasty has a definite
place in the algorithm, but its exact role vs open repair remains to
be seen.
